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1. {ntroduclion

The mecting was convened by the WHU Regional Qffice for Burope in collaboration with the
United Kingdom Office of Population Censuses and Surveys/WHO Centre for Classification of Diseases,
which made the practical arrangements on behalf of the Regicual Office for Europe. It was attended
by 24 participants from 17 WHO Member States, 7 temporary advisers, 1 observer and 2 WHO staff
members (see Annex IT).

pr J.P. Jardel, Acting Regional Officer for Epidemiology, opened the meeting on behalf of Dr
Leo A, Kaprio, WHO Regional birector for Burope. He said thar the maia task of the meeting was to
evaluate and identify the major problems in the use of the Ninth Revision of the International
Clasgificarion of Diseases (IUD-9) in order to provide guidance concerning uniform utilization and
to improve the comparability of health statistics at the international level., He invited
purticipants to look at the uae of LCD in four main areas -~ mortality, hospital care, canger
registries and priwmary health care - te identify problems and, on that basis, to formulste some
first ideas concerning the main directions of future work leading to the Tenth Revisien of the
Clasgification (ICU-10).

Dr M., Alderson was elected Chairman and Miss R.M. Loy Rapporteur.

A large part of the business of the Workshop was conducted in Lhree working groups, dealing
with the uge of the 1CD in relation to mortality, hospital care and primacy health caxe. The
hospital care group was asked to include the needs of cancer and other disease registries in their
deliberationa. The reports of the working groups are attached as Annex 1.

2. Hackgrouud

Even bafore work on ICD~9 was completed, the heads of the WHO ceontyes for classification of
Jisenses met to congider what sort ot classification would be needed when it came to ICD-10, WHO
also convened a meeting on classification of diseases (Taormina, Italy, November 1979). This
meeting considered that it was not possible to decide on the form of ICP-10 until a thorough
evaluacion had been made of Member States' satisfaction with I¢P-9, and vecommended a delay in the
preparations to allow time for this to be carried out. It considared that, although certain work
on the structure could be carried out in the meantime, it would not be possible for detailed work
to start on LCD-10 until 1985 aod that the next revision conferenece could not be held before 1990,

he WHO Director-General wrote to Member States early in 1981 asking whether they had any
wbjections to the propesed delay. There were two kinds of reaction to this, though few actual
object ions. Some countries did not mind the delay, thereby postponing any upheaval in their data
systems. Others were anxious to see LCD-10 introduced as soon as possible. The latter ineluded
the group of Nordic countries in the European Region who had decided to wait for ICD-10 before
changing their data systems, comeidering that the advantages of ICD-9 over ICD-8 did not justify
the expense aad difficulties of the change. Other countries considered ICD—9 such an improvement
that they wished turther improvements not bo be delayed.

The WHD Regional 0ffice for Europe decided to arrange three workshops, of which this was the
firat, as part of the process of evaluarion of ICD-%. It was expected that the workshops would
congider the implications of the proposed delay besides evaluating I€D-9 and formulating ideas for
1¢b=10. A questiommaire, asking for reactions to the coptent of ICD-9, particularly to these
features which were new tao it, had been completed by Member States of the Region. A summary of the
replies formed a working decumeat for the Werkshop,

3, Present state of use of ICD-9

The countries which had applied 1Cb-9 mostly introduced it on time for mertality; some were
later in starting to use it for other applications. They seem to have a clear idea of its
udvantages and disadvantages in recovding and ceding, and some experience with the preparation of
statistics, bubt it is teo early to comment on any difficulties in the interpretation of time
trends. The Mordic group of countries, who have not yet introduced ICD-9 and are in & difficult
pusition because of the delay in I€D-10, have studied 1CD-Y carefully in case they may wish to
decide to introduce it,.

The answers to the questionnaire showed varying degrees of satisfaction with 1¢D-9, depending
un the type of use, the degree of experience of usexrs, etc,, but on the whole, especially where
users have beneficed from the WHO reorientation training programme for coders, it appears that it
is beiog used without major difficulties.
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4, Discuggion

4,1 Purpose and timing of ICD-l0

Although & variety of uses have been foreseen for ICD, ita main aim is considered te be to
provide a tool for comparisons, between countries at the same point in time, and within and betwcen
countries over time, in:

- etatistics for decision-making in prevention of disecases;
— statigtics for decision-making in health caye at all levels.

1t needs also to be suitable for the standardized storage and retrieval of "diagnestic™ information
in health records. It should ptomote internatienally agreed terms by their inclusion in ics
tabular 1ist; glossary—type definitiona are an advantage where there is ambiguity. 1t must
facilitate the preduction of ipformation for decision~making in relation to the major
health-related problems which will be impertant in the future, such as those associnted with older
ages, with envirommental risks, with behaviour patterns and litestyle, im all countries. ‘The
Workshop msked that WHO should produce, as soon as possible, 8 background document eetting out the
philosophy of uze of disease classifications, as a guide te further development of 1CB-10.

Although the Taermina meeting had suggested 1990 as the date for the TCD-10 Revision
Conference, there are different views as to the desirability of that timing. Some developments of
ICD, notably for primary care and far hospitals, deo not necesesprily invelve any change in the
structure of the main classification; these could be worked on immediataly. It was considered
that the clasaification became out of date when important new concepts were formulated which
regarded a3 a group disesses which were formerly scattered in the ICD, or identified new classes of
dizeases which had na place in rhe structure. It seems that the earliest that WHO ¢ould produce 4
revised main classification, without change to the structure, would be 1989-1990. If a change to o
"perfect" classification were envisaged, the delay would be less important, provided the new
clagsification were carefully prepared, with adequate testing of new features, and guidance on itw
use, education of certifiers, etc. The year 2000 was suggeated as the longest it would be posaible
to wait for a new classification, but there was a feeling that if the delay were too long, muny
countries or categories of users would implement their own revisien. A consequence of this might
be that ICD-10 would never appear.

4.2 General considerations

4.2.1 Basic framework and chapter organizatien of 1CD

For mortality statistics, the present ICD structure and the arcangement of chapters is
generally satiafactory; it has stood the test of time as a basis for statistics and there have
been no clearly superior proposals. ‘here is, however, an imbalance between the chapters - in aome
there is adequate room for a proper arrangement of content, while in others there are insufficient
code numbers for all items which should appear at 3-digit level.

For hospital care records, aslthough ICD~9 is generally approved, there ave twe basic
problems, One is that the aspect of the patient's cendition which is the subject of the curreunt
spell of care is not always clearly reflected in the coding and the resultant statistica. The
dagger/asterisk system helps in this reaspect, but the fact that the dagger (eticlogy) code has
priority is not regarded as helpful., It is suggested that new ideas for the bagic structure ought
not to be ruled out,

The other problem is the fact that the code—change at each rvevision affects a large number of
people {especially coders and data processors) and cavses problems in lengitudipal data syetems.
Where this is a problem, it is felt that an adjunct to the claesification iteelf could be a code
for each wmadical term which could be used unchanged in the data pystems aad be sutomatically
aligned with the appropriate category of short list item in successive revisions or various
versions of ICD. The work of preparing this would help te clarify the nature of the whole range of
data to be classified, aid the possible determination of new structures and facilitate translation.

For primary health care, the basic arrangement 1s in many respects applicable; development
work is required before the classification can cover conditions and problems which arve important as
indicators for decision-making in hesith care at that level, in enviroamental improvement, sl in
improvement of lifestyles.
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1t is noted that there have been various adaptations of ICD-9 for particular applications such
aa oncology, general practice or Baasic Tabulation List coders, or for specialties such as
dentistry, paediatrics and perinatolegy. This suggests that for the future, a structure consisting
of the basic 1D as a "core" with various "medules", derived from and compatible with it, might
sarve the various meeds better than expecting one version of the classification to serve all
users. Lt was stressed that there must remain "an ICD" for fear that there would be fragmentation
if there were completely different classifications for each type of user; however, smaller,
cheaper extracts and adaptacions would be an advantage for wsers not requiring the full detail.
There waa zome support for the suggestion that there might he a version for mortality which omitted
mention of some conditions, categories and special Features (such as symproms and asterisk
categories) which wers gppropriate only for morbidity records and might confuse mertality users;
thiz was not felt to be a problem in most countries. It is felt advisable that the "modules"
should be either (1) produced by or (2) coordinated by WHO. At present, information about some of
the associsted classifications is difficult to come by in many countries.

4.2.2 SEeciEicitx

The additional specificity and the 5th digits in ICD-9 are appreciated forx c¢linical usera, who
slzo welcome the ability to develop special applications at local level, by using extra digits.
Although other users do not require such specificity, and indeed for primary health care a
classification akin to a short list is probably adequate, the existence of the fully developed
classification is seen as essential as an aid to understanding of the comtent or the categories of

the more condensed versions and short lists.

4.2.3 E codes; accident classification

There have been some difficulties with the use of the classification of accidents. This point
aseds to be looked at earefully, particularly with regard to the emphasis of the various axes of
¢ lansiflcation, MHome accideats are of increasing importance, but only identifisble at the
5th digit. The E code could include additisnal eavivonmental aspects which might be noted as
relevant in particular patients, and might even coatain & section on maternal conditiens affecting
the Faetus, as an aid to the more precise tlassification of these.

4.2.4 Therapeutic accidents

The ability to record information about these is appreciated, but the way in which the extra
categories have bean fitted into the classification causes difficulty te coders. The necessity to
have to distinguish conditions recorded on death certificates as complications of surgery or of the
original condition often causes difficulty for ceders. This is an ares fox rationalization in
1¢D-10.

4.,2.5% Late effects

A number of difficulries with regard to late effects were noted, including that of definiticus
and terminology; the term "sequelme" might be better understood. The new categories for late
oFfuctz of some infectious diseases will have moved mome recording of deaths out of the more
intormarive categories for diseases, &.g. of nervous aystem or psychiatric conditions. For
hospitals, there is some confusion on whether the category for late effects of the coriginal
condition, or for the resultant condition, eught te be the "main diagnosis'. The aew "late
elfects" categories for injuries are less detailed than in ICD-8,

4.2.6 Presgumptions in ICD

Although it is recognized thet the classificatioen invelves the making of presumptions when a
certain aspect required for correct assignment is not stated, some changes in presumpticas in
1¢D-Y9, caused by changes in the classification, have caused difficulties. An example is the
presumption of site for morphological types of cancer previously sasigned to "sympathetie nervous
systen'; Cthese mow have to be mesigned to a particular site. It is felt that certifiers do neot
specify the site, because they expect vgympathetic nervous system” to be understood as the site;
it ia dangerous, as has been done in ICD-9, simply Co presume that the most common gite is always
applicabte if rhat is correct in, say, enly 50% of cases.

4.2.7 Staging of cancer

The sbosence of a classification for stage of cancer as parf of 1CD c&ding is seen as a
deficiency now that morphology can be coded.
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4.2.8 BSpecial categories for infants

Some countries were surprised at the lack of age—specific cstegories in ICP-Y; the
explangrion that, deliberately, categories in ICD-9 did not dapend on varpisbles, which it is usual
to claesify separately, was accepted.

4.3 Certification; education; guidance; coding rules

Although, strictly speaking, certifiers and other recorders of "diagnoses"” do not have to know
how to use ICD or its underlying-cause selection rules, if is advisable that they have some
appreciation of the kind of information expected and how it will be uged, Even where death
certification has been in operstien for many years, there are new doctora requiring guidgnce; many
complﬁtgly new progects in primary health care recording are felt to fail Pecause of lack of
motivation and understanding in the recorders,

Coding ia carried out by staff at many levels of expertise ranging from coding elerks with
little background knowledge to qualified medical personnel. ‘The presentation of the classification
must bear this in mind.

Reorientation training for coders for ICD-9 ipcluded a lot of genersl guidapnce on the use of
the two volumes, but there is not much practical explanation in Volume 1 irself, Even such basic
facts as the meaning and atatus of inclusion terms is not explained and can be difficult for naw
users to understand. A note of which parts of the clasgification are relevant to the various
applications would be helpful.

The changes in the coding rules for mortality were generally introduced withour problema.
However, certain atudies of use of the selection rules involving acceptability of sequences have
revealed how impoasible it is for coders to apply these conaistently and comparably; the rules are
regarded ag far too complicated by new users. Since the rules are arbitrary and it is not known
how often they arrive at the "truth', some research is needed into whether these complicated rules
are worthwhile. The new worbidity rules present a few problems in some countrieas and it ie felt
that there are insufficient examples.

4.4 Specific aspects of LGD-9

4.4.1 Dagger/asterisk aystem

The main use of this system is for hospital care recerds, Mest coders seem Lo have acceptad
it without great problems but its use in the presentation of statistics seems unclear. Some users
regard the two codes of the dagger/asterisk combination as relating to the main diagnosis and
select ¢ne of the other when presenting statistiecs, depending on the use. Others give priority to
the dagger code, ms the Manual seems to suggest, and then find this unhelpful for statistics
relating to care and menagement., It is felt that there must he other etiolegy/mapifestation
gituvations not provided for. There are suggestions that other dual-aspect conditions, such as
non~obstekric conditions complicating pregnancy, might azlse be catered for on these lines,

4.4.2 Morphology code

The answers to the questionneires seemed to suggest thet in routine hospital care data systems
and death certificates this item is coded only when the syetem is being veed as a means of
obtaining information for cancer registries. Thia was felt te be unfortunate since the worphology
details are recorded on laboeratory record sheets within the patient's case record end could be
extracted for inclusien in routine hespital care and mortality statistics,

4.4.3 Perinatal death certificatesn

So far, only a few countries have introduced certificates on the lings recommended in LCD-9.
Some further guidance and examples for certifiers would be appreciated. The main problem in

completion seems to be that placental and cord conditions are often recorded in the wrong seation.
Coding is gtraightforward if the certificate ig properly completed, laving to clugsify maternal
conditions in the few categories allecated te these in Chapter XV is considercd unsatisfactory.
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4.% Pregentation of statistics

4.%.1 Shert lists

The new Basic Tabulation List and the minimum lists for mortality and hospital meorbidity seem
to have produced few problems in themselves. There is some confusion in data systems caused by the
lack of definition of the content of residual categories which are not displayed in tabulation.
There are also problems in bridge-coding tables comparing old and new short lists. It is felt
these could have been aveoided by mare guidance in the Manual,

Most countries seem to have produced their own version of the Basic Tabulation List and
although this was intended it is not seen as couducive to clarity in comparisons of countries’ own
date, The need for special short lists for a variety of topics was mentioned - especially

perinatal, infant, atc.

4,5.2 Primary health care lists

For some conditions, such as certain infectious diseases, international comparability is not
seen as being of paramount importance for primatry hesalth care data, snd countries should be free to
list in their statistice those conditieons which are of importance to them. This suggests the
possibility, for primary health care, of a list coutaining some standard items and others which
could be ingluded only where relevant.

4.5.3 Bridging between 1CB-8 snd TCPR-9

1t ia questionable whether one country's data on comparzbility between one Tevigion and
another is applicable to any other country. Any comparability study sssists in identifying the
most affected categories, but it is emphasized that each country ought to carry out a study of some
of its own data, coded to both 16D-8 and ICD-%. In the lomg run “steps" would appear in the
gtatigtics of treands over time of categories affected by the revision, but these are not
immediately obvious.

4,6 Definitiona

There have been a aumber of comments about the absence of seme relevant definitions from
1CD=4, and some dissatisfaction with some of these vhiech do appear. A definition of the perinatal
period would be appreciated as would more guidance on the methed of calculation of perinatal
mortality rates. ‘There have been some recommendations from medical groups that a viability

critarion should be incorporated in the definition of live birth. In mest countries, legal
considerations have alaso to be taken into account in the recording of eveuts on which statisties

are based and in these, facts, rather than concepts such as ''viability" are important. It was
noted that there might be discontinuity between the new maternal mortality rate and the one
previously used.

4.7 Caacer and other diseases registers

No specific cowments were received on the usefulness of ICD in disease registers. GSome cancer
registries use the International Classification of Diseases for Oncology (ICDh-0) and others the
main ICD-9. Some congenitsl malformations registers have produced booklets with explanatory
material. Lt was felt that WHD ought to coordinate the activities of each kind of register.

4.8 "Lay reporting” and "reasens for contact" classifications

4.8.1 "Lay reporting"

This iz seen as an important wethod of colleation of data in the interim period before health
workers, trained to the level of being able to recognize certain discases in conventional terms,
are available., 1In some arsas, efforts are being made to align the "lay reporting" categories with
certain ICH “short list" categories. This was commended, as it was felt that some conditieons are
obvious even to a layman, and for otherz » constellation of signs and symptoms could equate
approdimately with 2 diaghosis.

4,4,2 "Reasons for contact'

The development of this classification was described to the Workshop. It is seen as an
important part of recording at primary care level becauae, topether with the "diggnoses't, it
provides data on patterns of care.
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2. Comments on specific chaptera of ICD

A number of specific comments apd recommendations on the detailed content of 1CD were made
both in the answers to the questionnaire and in presentations by participants of the Workshop.
These have been poted for appropriate action.

Most of the changes made botween ICP-8 and ICD-9, end the proviaion of extra specificity, are
apprecigted.

There are some problems in the newly constructed chapters, or sections of chapters.

In Chapter XI {(complications of pregnancy, childbirth and peurperium), there is seen to be a
lack of specificity in the classification of non-obstetric conditions interacting with pregnancy.
The lack of ability te identify, from the diagnosis code, delivery during a spell of care is a
difficulty to some usera. The "normal delivery" category is too restrvictive for some purposes.

In Chapter XIII there is gome difficulty ip knowing how to deal with the 5th digit for site
when the 4-digit code indicates localization. In Chapter XV, there is seen to be lack of
apecificity in the categories for maternal conditions affecting the foetus or infant.

The coding of operative complications and accidents iz difficult; the relevanl categories are
scattered and the correct one is not easy Lo identify.

6, General evaluation

ICH~9 is a good basic document for many purposes. However, the diveraity of the working
groups' assesgment, when focusing on the needs of each type of user, revealed that it is difficulc
for 1CD to meet all the needs of a complete range of users. Already a number of shortened veraions
and adaptations have appeared for use by specifiec groups of user, e.g. the WONCA c¢lasgification,
ICHPPC-2, and thé Basic Tabulation List with its own alphabetical index. The hasic structure of
ICD is approved for mortality but there is a feeling that the inclusion of non-disease items for
other purposes makes it less elesr—cut for use in mortality. Hospital-care users are unhappy that
the main struecture often gives precedence to the etiological aspects of conditions, which they feel
is not always the main issue for hospital care conditiona, They would like more flexibility,
generally.

For primary health care, a finely detailed classification is irrelavant; ICD-% meets the
needs up te a point, though several important areas of concern atre not dealt with adequately.

Good arguments were presented both for retaining and changing the basic structure of the
clagsification.

411 users are appraciably azffected by & revision of the classifieation and see the need for
some means of limiting the dieruptive effect of changes.

ICD-9 was intended to gerve many different kinds of user; however, there waa a feeling common
to all the working groups that clear practical guidance wes lacking within the Maaual on (1) which
categories or parts should be used, or not used, in its different applicationa; and (2) how te use
the Special Tabulations Lists in the presentarion of statistica.

7. Guidance required for ICD=9

Some of the problems encountered in the use of 1CD-% could be lessened if WHO were to issue
additional guidance and exsmples on certain pointa. Items suggested were:

- explanation on the use of ICD-9 Manual in general and in specific applicationsa;

- additienal guidance for the providers of data of all kinds - investigation is nesded om
effective methods of bringing this point to their notice;

- comparability between ICD-8 and ICD-9 - it should be made known that the Nerth American Center
is collecting information on the comparability studies being carried out and eould advise on the
methods other countries are usingj

= the use of Special Tabulation Lists;
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- the possible use of additional rabulation lists for certain purposes, e.g. perinatal, infant
and ¢hildhood mortality, hospital care, primary care; ’

- a 1list of acceptable sequences for applying motrtality gelection rules on the lines of the US
ACME decision tables, or preferably, for manual ceders, a list restricted to sequences identified
as the most commonly reported;

- additional examples of the use of the morbidity selection rules;

_ ¢larification of the code to be used for the wmain condition {as defined in the ICD rules) when
hospital care is far sequelae of = previous diaease or injury; the Workshop recommends that the
nature of Lthe sequelae should be coded as the maia condition, with "Late effects of .v...." as &
supplemantary code; :

-~ pclarification of the use of Jagger/asterisk codes in the preparatiom of hospital care
statistics for dilferent purposes;

- the coding of therapeutic accidents and postoperative complicatiens;
- identificaticn of morphological types of cancer for which the index gives 8 site—presumption
which may be incorrect in a fair proportion of cases, so that, where pessible, an enquiry regarding

the site can be sent to the certifier;

- encouragement of the routine recording and ceding of merphology of neoplasma in mortality and
hospital care;

- Glaritication of maternal mortality rates produced before and after the definition in ICD-9
came inlo uge.

#. Main recommendations for 1CD=10

(1) The purpose of ICD was reiterated as being to provide a toel for comparisons, between
countries at the same polnt in time, and within and between countries over time, in stetistics for
decision-making in the prevention of diseases and statistics for decision—making in health care at
211 levelz. It also has to be suitable for standardized storage and retrieval of “"diagnostie"
informat ion in health recorde and should promote internationzlly agreed terminolegy.

Biructure

(27 The Workshop recognized that for routine worldwide comparison of data, lists of about
150 cauge—groups are all that are used in practice (although there is more specific coding for
cancer incidence statistics), For national data, including comparisons between countries of their
own data, lists up to approximately the level of the present ICD 3-—digit list are used,
Nevertheless, a comprehensive international classification needs to be developed for the main
statiastical users at abont the level of the present 4=digit 1CD. Without rhis finer dectail, the
contents of the broader groups used in tabulation are net established clearly. The detailed
categories aro neaded within countries and only on an international level is there the expertise to
develop them.

(1) The 3-digit tevel of the classification should econtain all items required in short
tabulation listu.

{4) Intormation needs in the future should be identified, and the classification arranged to
give prominence to copditions which are indicators of progress in the prevention of disease,
aspecially by improvement of environment and lifestyle, and those likely to be important because of
association with older ages.

(%) 1t should be recognized that a asingle comprehensive classification (1Cp-10) has to be
prepared tor the main statistical users, but camnot satisfy all needs. It should be regarded as
the "core" classification and it is recommended that WHO should consider preoducing a "family” of
classifications, with separate "medules" related to and derived from the Yeagre" classification
which would be appropriately structured and detailed for varicus kinds of user and apecialisgt
group. The latter would usually be smaller and cheaper and, by including only the relevant
pnidance, vasier aml ¢lenrer Lo use,

{6)  As o background to the prepatation of 1G0-10, the possibility of establishing 2
comprehensive approved nomenelature with identification numbers for each disease entity should be
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explored with the help of specislist groups. For cerlain data aystems, this would also facilitate
the allocation of the disease entities to the sppropriate groups in the component classification uoi
the 16D "family"” and resllocatiom at the time of subscquent revision, and gssint research. [i
would also facilitate translation.

(7) Alternative basic structures for ICD-10 pze not ruled vut. Those concerned with ifs
. developmént should remain open to new ideas. -

Instructional material

(8) Clear guidelines on the use of the classification and appropriate rules, ete., should be
prepared for each appliecarion of ICD.

(9) Better methods should be explored of motivating and educating the providers, coders and
ugers of 2ll types of data.

Timing

(10) In the timing of the revision a number of factors should be borne in mind, ICD-10 should
be ready before ICD-9 becomes too badly out of date but should not be introduced without careful
pileting of its development. The classification should be the best possible, in order to justify
the upheaval to data systems which a change iwvolves. The preparation of the revision in different
stages is one possibility, especially as a number of d¢ifferent publications are envisaged. Whore
it is possible to Base modules to meet wpecial needr on LCD-9 (for ingtance, something suitable ifour

primavy health care, and perhaps something for hospitals), they could be prepared in the near
future; those aspects nseding a more fundamental change c¢ould be dealt with at a later date.

Numbering

(11) In revising ICD, thought should be given to the correction of the present imbalance in
the chapters. The use of alphanumeric designations of codes might be helpful in this,

Detail

(12) The E code requires review to facilitate the production of statistics in the form
needed. There are some additional c¢lasses of external factors relevant te disease which could be
included, such as occupation, envircoment, lifestyle and behaviour. Maternal conditions uf fecting
the baby could possibly he included,

(13) If the dagger/asterisk system is to be used in future, all relevant
etiology/manifestation combinations should be included, and ligzted in the Manual and/or Index.

(14) Particular attention should be paid to clarifying:

= the coding of late effects; these should preferably be referred to as "sequelae’;

- the coding of therapsutic accidents and postoperative complicat ions;

— the definition of live birth, perinatal period and perinaral moriality rate; and

- the selection riles for both mortality and morbidity, with possible simplifiecarion of the
mortality rules.

(15) Cancer registries and other registries for gpecial care groups should use specific coding
lists, compatible with the main ICD~10. Codes for staging of cancer should be incorporated in
LCD. The routine use of the morphology code in hespital care data systems should be encouraged.

{16) Supplementary classifications are required for "lay reporting” and “reasens for coniact
with primary care" categeries.

(17) 1t would be helpful if WHO would produce, as soom as possible, an analytical background
dacument on the philosophy of disease classification to facilitate the development of I1GD-10 and
the classificacions related to it.
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Annex I

REPORTS OF THE WORKING GROUPS

These reports are records of the detailed discussions/conclusions of the three working
groups. ‘The groups reported back te plenary zessions of the Workshop where their views, pertinent
to 2 specific avea of use, were linked with the mere general conaiderations regarding the totality

of uge of ICD.

A. Comnents and vecommendations in relation to wmortality statistics

A.l The working group on this subject, after identifying issues related to the uses of ICD in the
coding of mortality, grouped and ordered them into three clusters, ranging from the general to the
more aspecific.

A.2 Cluster A

A.Z.L Basic framework and chapter organization of 1CR

Wnile there have been many criticisms of the basic framework of ICD, it has stood the test of
time and no cléarly superior proposal has been fortheoming. The working group felt that the
chapters of 1CD are generally acceptable, and change for change's sake is not recommended. Note
was, however, taken of an imbalance Letween chapters, and of problems caused by lack of unused code
numbers when extension was ueeded for 1CD~9. The diecussion included memtion of alternative
numbering systems such as alphanumeric and 3-digit codes as possible solutions to this problem.

A.2.2 Appropriateness of the ICD in relation to mortality as modifications are introduced for
other uses

As 1CD becomes more useful for nommortality applications, terms and categories are introduced
which are inappropriate or undesirable for mortamlity, such as symptoms, nonmedical problems,
rensons [or contact with primary care, etc., There is no introductory explanation in Volume 1
explaining what it is, how te use it, and which parts are appropriate or inappropriate for various

PUTPOSED.

A.2.3) Daggerfasterisk option

Lt was felt that this eption in 1CD-9 is uot a serious problem for mortality since, for
underlying—cause purposes, only dagger codes may be used. For multiple=cause coding, currently
being undertaken in ouly a Few countries, this option may or way not be used. There is a2 questieom,
however, regarding the consistency of implementation of the dagger/ssterisk system throughout the
classificarion. Perhaps additional groups should be similarly idemtified For inclusion in the
sysLen,

A.2. 6 sShort lists

Many countries have difficulty with the present lists, which cause computer problems
particuiazly because of iasufficient guidaace regarding residual categories. It was noted that
there is no lotger a special perinatal mortality list or other special lists for international
comparability and time-series. The group felt that there ghould be minimum recommended
international lists for comparability but that the cld 4,B,C and P lists are not the solution. It
wag further suggested that there be some standardization amongst lists of inclusions for given

catepoary titles.

A.2.5 Bridge coding

Each country should carry out its own comparability study between revisions with general
guildance from WHO. There is some value in reviewing bridge coding results from other countries to
assist in ideacifying the most affected categories. It was pointed out that the WHO Center for
Cinssification of Disesses for North America will merve as a focal point of information regarding
compatability studies in countries throughout the world.
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A.2.6 Late affacts

"late effects" categories were, at the last moment, squeezed inte IUD-9 after an initial
attempt to remove them altogether from the classification. This resulted in adequate room bheing
devated to these categories. The group felt that this point needs further comsideraticon. There
was also a suggestion for use of the term "sequelae” rather than "late effecta' which might be
better understood by certifiers.

A3 Cluster B

A.3.1 Therapeutic accidents

This ie not a well-reported class of conditions but it is worthwhile to identify separately
such causes of death when reported., However, more guidelines and examples would help in the coding.

A.3.2 Presumption of site for walignant neoplasms

Presumptions. of site in some instances may not be fully warrsnted and fupther study of this
matter should be underraken. The group felt that a rule is needed that would proscribe presumption
of site unless there is adequate evidence that a given site is highly probable,

4.3.3 BRules for gelection of underlying cause of death

The group felt that there is ressonable question about how often the selection rules help to
arrive at the "correet" underlying cause. Acceptable sequences nced to be identified by coders in
ovder to apply the selection tules and study of this has revealed very inconsistent views. 1t is
suggested that WHO either develep & uniferm wmanual of acceptable sequences, such as the US ACME
dacision tables, or identify the most commonly encountercd sequences and give guidance for coding
those.

A.3.4 Educarien apd training for certifiers

While some countries include instructions for certifiers regarding use of 1CP in medical
sehool ¢urricula, many do not. Better examples of correctly completed death certificates and
perinatal death certificates would be helpful. It was alse suggested that conferences between
clinicians and pathologists would be a useful device in improving the accuracy of cauvse-of-death
statiatics.

A4.3.5 Definitions

While the legal definition of death is an important issue, it does not have a direct bearing
on cayse-of—death statistics. However, recent recommendatiens from a number of medical groups to
change the definition of live birth could have profound effects on vital and health atatisties.
There ig considerable pressure fyom the medical profession to include a viability criterion in the
definition. One member of the group suggested, as an alternative, the requirement of at least two
signs of life; spontaneous breathing seems to be the most important of the signs. Other
definitions needing further clarification include those for the perinatal period and the method of
computation of the perinatal mortality rate; guoidelines for these are lacking in ICD-9.

A4 (luster.

A.4,1 Maternal mortality rate

The inclusion of both direct and indirect maternal deaths in the calculatien of the maternal
mortality rate may have produced sharp discontinuities in maternal mortality rates produccd betore
and after the introduction of Icb-9,

A.4.2 Speciaml infant categories

It was peinted out that rubrics especially for deaths under 1 year of age for certain
conditions have been removed in ICD-Y9. The group accepted the iatent of the Ninth Revision which
was to allow infants to be identified by tabulating deaths by age vather than allowing special
age—related categories. -
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“A.A.1 Perinatal death certificate

More guidance is needed in the use of this certificate, but only limited experience from a few
countries is currently available. Coding is straightforward if the certificate is properly
completed.

A.5 Recommendations in relation to mortality for ECD-9

A.%.1 WHO should encourage countries to carry out studies of comparability between 1CD-8 and ICD-9
and should provide guidelines on how to do this in a useful way. WHO should encourage countries teo
report their activities in this area Lo che WHO Center for Classification of Diseases for Nerth
America, which will serve as a focal point for such informaties.

A.5.2  WHO should provide wote guidelines and examples to help in the coding of therapeutic
acc ident s,

A.5.3 A study should be undertaken of the reasonableness of the presumption of site for malignant
neoplasms when not ¢learly specified, to agcartain if the ecertifier should be queried rather than
accepting the presumption for some categories.

A.5.h A more exteasive guide for physicians, ineluding examples of correctly completed death
certilicates and pevinatal death certificates, should be prepared by WHO. WHO should also suggest
that countries develop a method for encouraging conferences befween clinicians and pathelopists as
a useful device for improvement of the accuracy of cause of death certificates.

A.5.5 WIO should clarify the problem of comparability of the maternal mortality rate produced
before and after the introduction of ICD-9.

A.5.6 WO should prepare a manual of acceptable sequences or identify the most commonly
encountered sequences and give guldance for coding them.

A6 Recommendations for 1CH-10

A.6.L Major changes in structure should not be introduced without compelling reason.
Consideration should be given to finding ways te fit more categories into some chapters and to
achieve n better balance in the numbering. This could perhapa be achieved by changing the

- numbering system including the possible use of slphanumeric characters, by rearranging chapters or
preferably by developing specislized classifications as part of the ICDH family.

A.6.2 The development of an international nomenclature would be helpful to facilitate agreed usage
of terms. Titles of ICD rubrics should be composed of seiantific terms in accepted usage both te
svoid the appearance of encouraging poor terminology and to facilitste translation into other
tanguages.

A.6.7 WHO should include a preface in Volume 1 explaining what the ¢lassification iz and how to
use it, and how to present statistica based on it for the various major area of application.

A.6.4 1f the dagger/asterisk option is te be imeluded in 1CB~10, a more thorough review of
categorieg should be made to include coding of etiology and manifestation for as meny categories as
appropriate.

A.6.5 Special Tabulation Lists for mertality should be included in I1GD-10. These should be
minimum lists for international comparative putposes and for time-series. ICD should be structured
so that they do not require coding below the 3-digit level. Residual categories (or their conteat)
should be specified to facilitate adding to totals.

A.G.6  In planping 1Cb=10, full consideration should be given te the provision of "late effect"
cntegories without loss of detail. WHO should consider using the term “sequelae’ instead of "late
cifecta" as being more readily wnderstood.

A.6.7 The coding of therapeutic accidents and postoperative complications should be ratiomalized.

A.6.% Thare should be a principle which would proseribe the presumption of site for morpholegical
~ types of neoplasms, and ather presumptions, unless it is highly probable that they are correct.

A.6.9 A study of the selection rules for underlying-cause coding should be undertaken to see of
these help in arriving at the "correct" underlying cause of death, If possible, the results of
such a study should be used to simplify the selection rules.
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A.6.10 Recent recommendations rvegarding the definition of live birth should be looked at carefully
in order to make this important concept more useful.

A.6,11 WHO should clarify, and include in 1€D-10, definitigns of the perinatal mortality rate,
There should alge be some additional guidance for dealing with the changed definition of the
maternal mortality rate.

A.6.12 WHO should provide guidelines to countries on how to study comparability of atatistics
between ICD-Y and ICD-10.

B. Comments and recommendations in relation to hospital-care stabistics

B.1 This subject was taken to cover inpatient morbidity statistica and net those such as hespitat
administrative statistics which do not involve the use of ICD., The workipg group structured its
digcussion upder twa groups ¢f subject; general issues and particular problems.

B.Z General igsues

B.2.1 Demands of elinicians and facilities of ICD-9; dats banks; retrieval problems

B.2.2 A detailed nomenclature {(thesaurus) might provide a much bettur basis [or stalistica. 1t is
considered wore important to define a disease and injury and the main thrust of effort for 1CD=10
should be te this end. Once this is available, it would be easier to see wherce to go with
¢lasaification. Views were expressed in favour of =zite (topography) e&s an axis of clazsification.

B.2.3 Cancer and other disease registers

The aims of registers and the consequent information needed for them were discussed. ‘The
bringing together of information by linkage for particular disesses, conditions, eke., is vuseful as
a4 regearch tool and for plamning, wmonitoring and reviewing treatment resources.

Cancer registries should be obliged to use the same clasgification — at present some use ICD-Y
and some use ICD~10. The performance of these classifications depends on the performance of the
registries themselves. Staging of cancers was discussed. 1t was suggested that ICD might
incorporate Sth or 6th digits or supplementary codes for this purpese, There are problems of the
borderline between different stages. Some of the basic date are very weak,

B.2.4 Leoking beyond IGD-10

It was considered that the emphasis in the future would be on prevention of disepses, It will
be important that any classification can identify mpecific diseases in groups of patients such ns
the elderly and the handicgpped. The development of a thesaurus would help in this respect,

B.3 Particular problems

B.3.1 Dagger/asterisk system

This system was introduced to save the structure of ICD at a time when there was a great denl
of pressure for change. Tt has been used with some or no difficulty and boen restricted to certnin
specialties., A view was expressed that it was wrong to have Lwo places for one disease. The
emphasis on etiology in ICD~9 is not always helpful to hospital elimicians.

B.3.2 OQptional 5th digics

These have been recommended as the selution to many problems and cxtension of the facility at
local level has been useful.

B.3.3 Presentation of information for statisticel purposes

There is only a very limited experience at the present time but the dual ¢lassificaton may
pregent some problems.

B.3.4 The E code

The function of the E code was discussed, The E code is useful and important when conmridering
prevention, The present allocation of categories and subcategories is uneven, however, aml some
important information, for instance on home sceidents, can be demonsteated only by the use of the
5th digic.
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B.3.% Use of the morphology (M) code in hospitals

It appears that at present this item is not being coded unlesa informarion requived fer cancer
registries is being picked up from routine hospital data systems, Where laboratory designation of
morphology is maede, the information ie usually to be found in the patieat's case notes, and there
seems ne reason why it should not be routinely transcribed and coded.

B.3}.6 late effects
The many ditfficulties asmociated with the recording of late effects were discussed,

particularly the faer that there was uncertainty as to whether the category for late effects of the
original condition or the nature of a late elffect itzelf was to be regarded as the main diagnesis.

#.3,7 Shovt tabulation list

It seems that each ecountry prepares its own short liat, implying shortcomings in the listas
provided in I1¢D-9.

B.3.8 Rules for selection of a single cause for tabulation of morbidity

The priority of the dagger (etiology) code for the main diagnosis where the principal
condition treated was one to which the dagger/asterisk system applied was not consaidered helpful to
cliniciang. Manifestation is also impartant in medical care statistics and there are some
inconsistencics in application of the coding rules as a result.

B.3.9 Suspected condition — not confirmed

‘fhere was discussion on whether ICD should recognize this important problem. The alternatives
are to code the symptoms, nonspecific abnermal findings or the suspected digease, or to use a
V code.

B3.3.10 Multiple fractures

Thers has been some disquiet at the removal in ICD-9 of categories for specific combinations
of fractures and the recommendation that the separate fractures ghould each be coded, This seems
the hest procedure but the difficulties are appreciated.

B.4 Recomnendstions on the use of 1UD in hospital care in relation te 1CD-3

B.4.1 The voutine uge of the morphology code in hospital caxe data systems should be encuutaged.
The information from the laboratory designatien of morphological type will usuzally be in the
patient's case notes.

B.4.2 When the patient is treated for late effects of a condition, the code for the main conditien
should be that for the nature of the late effect. "Late effects of ...." should be a supplementary
coxle,

B.4.3 GShorrecomings in the Special Tabulatiom Lists provided in ICD-% should be reported to WHO,

B.4.4 Any case of doubt in applying the morbidity selection rules should be reported to WHO and &
workshop be organized in three to four years' time to resclve the difficulties.

B.4.% WHO should issue guidance on coding in cases of a suspected condition not being confirmed on
investigation.

B.5 Recommendations for 1CD=10 related to its use for hospital statisties

B.5.1 1t is important that in any revision of ICD-9 the committee should not restrict icself by
thinking only of the traditional structure of disease clasaification, and the hospital group
recommends that consideration should be given to developing:

- atandard basic nomenclature dictignary; .

- supplementary codes for speciasl and national levels; and

- clasgification of modular construetion to meet different requirements, while preserving
compatibility.




LCP/HST Q05
28808
page 14

B.5.,2 There should be development of uniform classification for registers and these should be
compatible with the final structure of ICD-1U,

B.5.3 SBupplementary classification of external factors should be radically reviewed and developed
to make them more useaful for preventive prograummes. ‘The exiating clzesifications of sccidente
should be veviewed and these should be compatible with industrial classifications.

B.3.4 Staging of cancers should be provided for in ICD-10, poasibly by means of 5th or &l digits
or a supplementary code.

B.5.5 Future needs beyond ICD-10 should be borne in mind. These are likely to relate particularly
Lo prevention statistics.

B.5.6 Appropriate Special Tabulation Lists for hospital care statistics should be provided.

€. Comments and recommendations in relation to primary health care statistics

Cul Frame of reference

C.1.1 The avea of primary health carc (PHC) was divided for this discussion inte four partas

{a) Primary health care in narrow sense, such as:
- primaxy health centres
- primary care or district doctors
- maternity aﬁd child health services
- different nursing services

{b) Specially oriented PHC services, such as:
- DccupatianaI health units
- diaspensaries for tuberculesis, venercal diseases, etc.
=~ school health services

(e) Outpatient services usually requiring referrals, such as:
- polyclinics
- outpatient depaxtments

(d) PHC-oriented research
- health service research
- interview surveys

€.1.2 The commen preperty of these areas in reletion ko codes and coding is that the
patient/service contact iz very shert and little time can be devoted to cndlng and related taskas.
The diagnosis is only & preliminary one. The quality of information varies from very exact
entities (such as broken bonea) te very imprecise ones {such as tiredness, headache, elc.).

C.2 QGeneral comments

C.2.1 The purpose for which the information i cellected influences the coding and code systomi.
I1CD-% is, generally speaking, a flexible core which can be easily adapted and elaborated to serve
very different purposes in PHC.

C,2,2 The shortcomings in statistical routines and even ad hoc studies are usually not due te
limitations of ICD. In the PHC area international comparability is net, in practice, se eentral a
question as in mortality statistics and hospital morbidity coding. 1In a few disease entities,
international comparizens are availsble and are useful. Many conditions have more importance as
national problems.

G.2,3 The ICD code system, especially in PHC, has to serve two rather different purposes. IL
should be helpful for clinical work ineluding clinical research, and should alse facilitate
efficient management and serve administrative purposes including planning. The pame disease

problems can be weighted very differently according to the point of view.

C.2.4 Lack of wmotivation seems to be a apecial problem in this area. Many data sysptems fail
because the basgic informants do not see the value of pogsible statistical series. The purposes
Bhould be very clegr and sound, otherwisce the complicated coding cam be presented as the reassen for
not properly filling in tha basic forma,
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G¢.3 GCoding processes and organizational structure

¢.3.1 Countries can be divided inte two groups in relation to the coding processes.

L.1.7 1in some countries most of the coding is done in special units where specialized staff have
the responsibility to guide and advise a number of coding clerks who have ne medical or other
heatth-ralated educational background.

€.3.3 Other countrics rely wainly on the basic coding of providers of services. Doctors or other
personnel write the codes which are curserily inspected before the data are processed,

¢.3.4 There are pros and cons for both systems, but few studies have been made of reliability.
Sych organizational principles influence the whole process and even the principles of
¢lassification. [f doctors are personally coediag, many clinically important details are Laken inke
account without special guidelines or training. Considerable effort is needed to ensure that a
coding office is functioning properly. Very often limited atrention iz given to this type of
problem when introducing ICD cedes.

C.4 Some weakuesses and problems

C.4.1 LCD-9 contains some errors, omissions, contradictory statements, ekc,, in the publighed
classifiestion. Although some of these may have been corrected by amendment sheets, these had not

reached most of the participants,

€.4.2 Compared with the ICD-8, chapter XVI is smaller and chapters V and XIL1 have tended to
grow. The chapter on peychiatric diseases presents problems in its wse and much guidance is
required to obtain reliable resulta.

€.4.% It was Felt that too little attention has been devoted to the problem of making ICD-8 and
10p-9 comparable and to facilitate the smooth and controlled introduction of the new code system.
This should be taken into aceount in 1CD-10.

C.4.% 1CD=9 offers the possibility to use etiology (dagger) or manisfestation (asterisk) as the
basis of classification. There was aome disagreement coucerning which was relevant in PHC. When
the coding is done by coding clerks, the manifestation might be a more sound basis, If the docters
themge lves code, the etiology might be more relevant.

€.5 Developmental strategies

€.5.1 Specific additional classifications are needed. The group stressed that these should for a
"{amily" and ail of them should have an interface with ICD-9. :

C.%.2 Problems in the PHC area are rather specific and the international clazgifications can serve
more as models or examples than finalized classifications to be taken as such into use in Member
States.

C.%.4 Health preblems change with time and the clessification ahould have open places into which
additional categories can be fitted,

€.%5.4 ‘Ihe group noted a proposal for a supplementary classification of occupational diseszes to be
part of the 1tDh-9 tamily. Lts importance was noted., It was remarked rhat many items already exist
in the standard LCD-Y and that the interrelationship between the work and the health problem might
be only assumed; this is true of many other problems in PHC.

©.5.5 In the area of PHC there are very different types of contacts. Many other groups of
personnel besides physicians have direct contacts, for wmany different reasons. A WHO group is
developing & coding system for reasons of contact. An internatienal code which satisfies all needs
4t the level of Member States may become too complicated and detailed.

C.6 Codes in PlUC-orieated research

€.6.1 There is a need to alipn statements of lay reporters of health problems with ICRH
cntegoriea. The way in which this is done should preserve continuity with previous work of this
natute.

C.b.? Even where much of the information is imprecise and incomplete, ICD ean be used as the basis
for coding and preservation of results. This is because the uwse of 1CD is a upifying element which
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makea it posszible to have a general overview of a problem from different standpointu. This makes
estimations more reliable and useful in practice. Without the linkage to ICD, resulta tend to he
1golated and not comparable with information coming from other sources, etc,

€.6.3 The existence of the WONCA classification (ICHPEG-2), the British RCGF — OPCE Diasgnostic
Clasgification which is an extension of it, and a similar Swedish classificatien, were noted. They
gre uged at present mainly for family practitioper visits and consultations and their suitability
in other forms of PHC is not known.

C.7 Conclugions and reconmendations in relation to the uwse of ICD in primary heaslth care

€.7.1 ICD-9 is in many respects well applicable te the PHC area. Guidelines should be developed
for dealing with any remaining omissions and evrors which are eritical for the PHC area.

€.7.2 There is a need to think very carefully how to introduce LCD=10. The basic principles, way
of thinking, reasons for priorities and weights given to various aspects ghould be openly wtnted.
The users' education needs more attention., Special muterial and advice are necded for doctors who
code diveetly and for theose whe rely on coding clerks. Training courses are suitable [or coding
clerks whilet guidelines, etec. may be more appropriate for doetors who code. 10D-10 should not be
a textbook but should contain some background information. HReferences to other systems could be
uaeful,

C.7.3 1CD-% does not pay enough atteution to prevention or to administrative aspects of discage
problems. TICD-10 should be more balanced 3o that clinical, preventive and operational (monagerial)
aspects are taken into account, or the classification can be modified in thesc directions according
to needs.

C.7.4 Internationel comparability is important only in some areas of FHC, As far as infectious
diseases are concerned, countries should be sble to include in any short ceoding list only those
tonditions relevant in their area. Topics where international comparability is important are
envirpnmental problems, toxic agencies, genotexic substances, pccupational diseages, ete. Special
attention should accordingly be devoted to these types of problem when establishing additional
claassificarions for ICD-? and when ICD-10 is developed,

G.7.5 Dagger and asterisk alternatives both have their merits from the PHGC point of view, but the
eticlogical coding might be more relevant for preventive purposes.

C+7.6 In future developments, lifestyle questions and behavieural diseases may be central for
purpeseful health policy., They should be seen as environmental problems in a broad sense and taken

into account when ICD is developed in future.

C.7.7 The accident clessificgtions and E codes need rethinking and updating, to take account of
some accident mechanisms on which actention is now focused, especially home accidents.

G.7.,8 From the PHC point of view, the reasons for visits or contacts are an impoertant item of
information.,

C.7.9 Lay reporting is one solution which, eapecially in developing countries, can solve
information cellection problems. 1CD-10 should take this into accounkt and facilitate pragmatic
local adaptations, The element which links ICD=10 and lay reporting code systems should be
well-balanced short lists.

C.7.10 The timing of introeduction of ICh-10 needs more attention. Guidelines for the intreduction,
examples, etc., should be available even before the finalized TCD=10. Member States should have
time for translation, training, ete.

C.7.1) Maybe the most important conclusion was that the Group expects 1CD-10 to be thoroughly
planned, and any proposed radical changes carefully tested. From the PHC point of view, it should,
in principle, be constructed in such a way that there are versions at different levels of
sophistication. They must have a coumon core but 2ach user should be gble to select a relevant
level of sophistication.
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